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The guidelines center on education and foster care of 
children with AIDS (Acquired Immune Deficiency Syndrome)* Background 
information touches on the scope of the problem, legal issues 
involved, and confidentiality issues. Discussion of risks examines 
the risk of transmission in the school, day care, or foster setting 
and notes that casual contact among school children appears to pose 
no risk, although studies are very limited concerning younger 
children and neurologically handicapped children who lack control of 
their body secretions. Risks for children with the disease are also 
considered. A series of 11 recommendations are made, including the 
following observations: (1) that for most infected school-age 
children, benefits of an unrestricted setting would outweigh both the 
risks of their acquiring potentially harmful infections isi the 
setting and the apparent nonexistent risk of transmitting AIDS; and 
(2) that for infected preschoolers and some neurologically 
handicapped children who lack control of their body secretions or who 
display behavior such as biting and who have uncoverable lesions, a 
more restricted environment is advisable until more is known about 
transmission in those Settings* (CL) 
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OJ 

Education and Foster Care of Children Infected 
with Human T-Lymphotropic Virus Type III/ 
^ Lymphadenopathy- Associated Virus 

("\J The information and recommendations contained in this document were developed and 

^— ^ compiled by CDC in consultation with individuals appointed by their organizations to represent 

I j I the Conference of State and Territorial Epidemiologists, the Association of State and Territo- 

rial Health Officers, the National Association of County Health Officers, the Division of Mater- 
nal and Child Health (Health Resources end Sarvices Administration), the National Association 
for Elementary School Principals, the National Association of State School Nurse Consultants, 
M the National Congress of Parents and Teachers, and the Children's Aid Society. The consult- 

ants also included the mother of a child with acquired immunodeficiency syndrome (AIDS), a 
legal advisor to a state education department, and several pediatricians who are experts in the 
field of pediatric AIDS. This document is mada available to assist state and local health and 
education departments in developing guidelines for their particular situations and locations 

These recommendations apply to all children known to be infected with human T-lympho- 
tropic virus type lll/lymphadenopathy-associated virus (HTLV-lll/LAV). This includes children 
_ with AIDS as defined for reporting purposes (Table 1); children who are diagnosed by their 

physicians as having an illness due to infection with HTLV-lll/LAV but who do not meet the 
case definition; and children who are asymptomatic but have virotogic or serologic evidence 
of infection with HTLV-lll/LAV. These recommendations do not apply to siblings of infected 
children unless they are also infected. 
BACKGROUND 

The Scopa of the Problem. As of August 20, 1985. 183 of the 12.599 reported cases of 
AIDS in the United States were among children under 1 8 years of age. This number is expect- 
ed to double in the next year. Children with AIDS have been reported from 23 states, the Dis- 
trict of Columbia, and Puerto Rico, with 75% residing in New York, California, Florida, and 
New Jersey. 

The 183 AIDS patients reported to CDC represent only the most severe form of HTLV- 
lll/LAV infection, i.e., those children who develop opportunistic infections or malignancies 
(Table 1). As in adults with HTLV-lll/LAV infection, many infected children may have milder ill- 
j ness or may be asymptomatic. 

\ Legal lasuaa, Among the legal iasues to be considered in forming guidelines for the educa- 

tion and foster core of HTLV-lil/LAV-infected children are the civil rights aspects of public 
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TABLE 1. Provisional cm dtfinition for acquired immunodeficiency syndrome .(AIDS) 
surveillance of childrtn 



For the iimittd purposes of epidemiologic surveillance. CDC defines a cast of pediatric ac- 
quired immunodeficiency syndromt (AIDS) as a child who has had: 

1 A reliably diagnostd disttst at Itast moderately indicative of underlying celluler immuno- 
deficiency, and 

2. No known cause of underlying ceHuler immunodeficiency or any other ntduced resistence 
reported to be associated with that diseese 

The dtseeses accepted es sufficiently indicative of underlying cellular immunodeficiency are 
the same es those used in defining AIDS in adults In the absence of these opportunistic diseases, 
a histologically confirmed diagnosis of chronic lymphoid interstitial pneumonitis will be consid- 
ered indicative of AIDS unless test(s) for HTLV-W/LAV are negative. Congenital infections, e.g. 
toxoplasmosis or herpes simplex virus infection in the first month after birth or cytomegalovirus 
infection in me first 6 months after birth must be exluded. 

Specific conditions that must be excluded in a child ere: 

1 Primary immunodeficiency diseases— severe combined immunodeficiency. DiGeorge syn- 
drome. Wiskott-Aldrich syndrome, ataxia -telangiectasia, graft versus host disease, neu- 
tropenia, neutrophil function abnormality, agammaglobulinemia, or hypogammaglobuline- 
mia with raised IgM. 

2. Secondary immunodeficiency associated with immunosuppressive therapy, lymphoreticu- 
lar malignancy, or starvation 



school attendance, the protections for handicapped children under 20 U.S.C. 1401 et seq. 
and 29 U.S.C 794. the confidentiality of a student's school record under state laws and 
under 20 U.S.C 1232g. and employee right-to-know statutes for public employees in some 
states. 

Confidentiality Issue*. The diagnosis of AIDS or associated illnesses evokes much fear 
from others in contact with the patient and may evoke suspicion of fife styles that may not be 
acceptable to some persons. Parents of HTLV-W/L/V-infected children should be aware of 
the potential for social isolation should the child's condition become known to others in the 
care or educational setting. School, day-care, and social service personnel and others involved 
in educating and caring for these children should be sensitive to the need for confidentiality 
and the right to privacy in these cases. 
ASSESSMENT OF RISKS 

Risk Factors for Acquiring HTLV- II l/LAV Infection end Transmission. In adults and ado- 
lescents. HLTV-R/LAV is transmitted primarily through sexual contact (homosexual or hetero- 
sexual) and through parenteral exposure to infected blood or blood products. HTLV-NI/LAV 
has been isolated from blood, semen, saliva, and tears but transmission has not been docu- 
mented from saliva and tears. Adults at increased risk for acquiring HTLV-ill/LAV include 
homosexual/bisexual men. intravenous drug abusers, persons transfused with contaminated 
blood or blood products, and sexual contacts of persons with HTLV-HI/LAV infection or in 
groups at increased risk for infection. 

The majority of infected c K: : ren acquire the virus from their infected mothers in the 
perinatal period U-4) In utero or intrapartum transmission are likely, and one child reported 
from Australia apparently acquired the virus postnatally, possibly from ingestion of breast 
milk (5), Children may also become infected through transfusion of blood or blood products 
that contain the virus. Seventy percent of the pediatric cases reported to CDC occurred 
among children whose parent had AIDS or was a member of a group at increased risk of ac- 
quiring HTLV-ill/LAV infection; 20% of the cases occurred among children who had received 
blood or blood products; and for 1 0%. investigations are incomplete . 
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HTLV'lll/LAV - Continued 

TS%k of Transmission in the School, Dny-Cart or Foster-Cere Setting None of the 
identified cases of HTLV-SII/LAV infection in the United States are known to have been trans- 
mitted in the school, day-care, or foster-care setting or through other casual person- 
to-person contact. Other than the sexual partners of HTLV-lll/LAV-infected patients and in* 
fants bom to infected mothers, none of the family members of the over 1 2,000 AIDS patients 
reported to CDC have been reported to have AIDS. Six studies of family members of patients 
with HTLV-ltl/LAV infection have failed to demonstrate HTLV-III/LAV transmission to adults 
who were not sexual contacts of the infected patients or to older children who were not likely 
at risk from perinatal transmission (5-7 / ). 

Based on current evidence, casual person-to-person contact as would occur among 
schoolchildren appears to pose no risk. However, studies of the risk of transmission through 
contact between younger children and neurologically handicapped children who lack control 
of their body secretions are very limited. Based on experience with other communicable dis- 
eases, a theoretical potential for transmission would be greatest among these children. It 
should be emphasized that any theoretical transmission would most likely involve exposure 
of open skin lesions or mucous membranes to blood and possibly other body fluids of an in- 
fected person. 

Risks to the Child with HTLV-III/UV Infection. HTLV-W/LAV infection may result in im- 
munodeficiency. Such children may have a greater risk of encountering infectious agents in a 
school or day-care setting than at home. Foster homes with multiple children may also in- 
crease the risk. In addition, younger children and neurologically handicapped children who 
may display behaviors such as mouthing of toys would be expected to be at greater risk for 
acquiring infections, tmmunodepressed children are also at greater risk of suffering severe 
complications from such infections as chickenpox, cytomegalovirus, tuberculosis, herpes sim- 
plex, and measles. Assessment of the risk to the immunodepressed child is best made by the 
child's physician who is aware of the child's immune status. The risk of acquiring some infec- 
tions, such as chickenpox, may be reduced by prompt use of specific immune globulin follow- 
ing a known exposure. 
RECOMMENDATIONS 

1 . Decisions regarding the type of educational and care setting for HTLV-lll/LAV-infected 
children should be based on the behavior, neurologic development, and physical con- 
dition of the child and the expected type of interaction with others in that setting. 
These decisions are best made using the team approach including the child's physi- 
cian, public health personnel, the child's parent or guardian, and personnel associated 
with the proposed care or educational setting, in each case, risks and benefits to both 
the infected child and to others in the setting should be weighed. 

2. For most infected school-aged children, the benefits of an unrestricted setting would 
outweigh the risks of their acquiring potcntislly harmful infections in the setting and 
the apparent nonexistent risk of transmission of HTLV-ftl/LAV. These children should 
be allowed to attend school and after-school day-care and to be placed in a foster 
home in an unrestricted setting. 

3. For the infected preschool-aged child and for some neurologically handicapped chil- 
dren who tack control of their body secretions or who display behavior, such as biting, 
and those children who have uncoverable, oozing lesions, a more restricted environ- 
ment is advisable until more is known about transmission in these settings Children in- 
fected with HTLV-III/LAV should be cared for and educated in settings that minimize 
exposure of other children to blood or body fluids. 
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4. Care involving exposure to the infected child's body fluids and excrement, such as^ 
feeding and diaper changing, should be performed by persons who are aware of the 
child's HTLV-WLAV infection and the modes of possible transmission. In any setting 
involving an HTLV-lll/LAV-infected parson, good handwashing after exposure to 
blood and body fluids and before caring for another child should be observed, and 
gloves should be worn if open lesions are present on the caretaker's hands. Any open 
lesions on the infected person should also be covered. 

5. Because other infections in addition to HTLV-W/LAV can be present in blood or body 
fluids, alt schools and day-care facilities, regardless of whether children with HTLV-III/ 
LAV infection are attending, should adopt routine procedures for handling Wood or 
body fluids. Soiled surfaces should be promptly cleaned with disinfectants, such as 
household bleach (diluted 1 part bleach to 10 parts water). Disposable towels or 
tissues should be used whenever possible, and mops should be rinsed in the disinfect- 
ant. Those who are cleaning should avoid exposure of open skin lesions or mucous 
membranes to the blood or body fluids. 

6. The hygienic practices of children with HTLV-W/LAV infection may improve as the 
child matures. Alternatively, the hygienic practices may deteriorate if the child's con- 
dition worsens. Evaluation to assess the need for a restricted environment should be 
performed regularly. 

7. Physicians caring for children born to mothers with AIDS or at increased risk of ac- 
quiring HTLV-1H/LAV infection should consider testing the children for evidence of 
HTLV-III/LAV infection for medical reasons. For example, vaccination of infected 
children with Kve virus vaccines, such as the measles-mumps-rubella vaccine (MMR). 
may be hazardous. These children also need to be followed closely for problems with 
growth and development and given prompt end aggressive therapy for infections and 
exposure to potentially lethal infections, such as varicella. In the event that an antiviral 
agent or other therapy for HTLV-III/LAV infection becomes available, these children 
should be considered for such therapy. Knowledge that a child is infected wMI allow 
parents and other caretakers to take precautions when exposed to the blood and 
body fluids of the child. 

8. Adoption and foster-care agencies should consider adding HTLV-W/LAV screening to 
their routine medical evaluations of children »t increased risk of infection before place- 
ment in the foster or adoptive home, since these parents must make decisions regard- 
ing the medical care of the child and must consider the possible social and psycholog- 
ical effects on their families. 

9. Mandatory screening as a condition for school entry is not warranted based on availa- 
ble data. 

10. Persons involved in the care and education of HTLV-lll/LAV-infected children should 
respect the child's right to privacy, including maintaining confidential records. The 
number of personnel who are aware of the child's condition should be kept at a mini- 
mum needed to assure proper care of the child and to detect situations where the 
potential for transmission may increase (e.g.. Weeding injury). 

11. Ail educational and public health departments, regardless of whether HTLV-III/ 
LAV-infected children are involved, are strongly encouraged to inform parents, chil- 
dren, and educators regarding HTLV- MI/LAV and its transmission, Such education 
would greatly assist efforts to provide the best care and education for infected children 

* ? while minimizing the risk of transmission to others. 
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Perspectives in Disease Prevention and Health Promo tion 

Status of the 1990 Physical Fitness and Exercise Objectives 

Eleven of the U.S. Public Health Service's 1990 Objectives for the Nation concern physical 
fitness and exercise ( 1 ). When the objectives were developed in 1 980, less baseline informa- 
tion was available for physical fitness and exercise than for most other areas. During the ensu- 
ing 5 years, considerable pfogress has been made toward clarifying the relationship between 
physical activity and health and in collecting previously unavailable information about the ac- 
tivity levels of children and adults. Several of the objectives art likely to be achieved by 1 990 
(Table 2). Nevertheless, much remains to be learned and most segments of society would 
benefit from increased levels of physical activity. The following is a brief summary of the cur- 
rent status of the 1 990 objectives on physical fitness and exercise 
HEALTH EFFECTS 

The established beneficial effects of physical activity on health include reduced risk of 
coronary heart disease (CHD), desirable weight control, and reduced symptoms of anxiety 
and mild to moderate depression (2-4 ). Beneficial effects on the prevention and control of hy- 
pertension, diabetes, osteoporosis, and certain psychiatric and psychologic conditions appear 
likely but are less firmly established [2,4). The temporarily increased risk of sudden death 
during vigorous physical activity is outweighed by the overall reduced risk of CHD from 
habitual vigorous activity (2). Information about the incidence of musculoskeletal injuries and 
other possible adverse effects is not available (5 ). 
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